INTRODUCTION
Accessory nose, also known as supernumery nostril, is characterized by the congenital presence of accessory nostril usually close to the midline.The nostril appears similar to the natural ones with vibrissae. It may or may not communicate with the cavity of the nose. It is usually associated with other congenital malformations like submucus cleft palate, incomplete or complete cleft palate or cleft lip, Proboscis lateralis etc. It is believed to be a rare congenital anomaly, occurring during the development of nose in 3rd or 4`1 week of embryonic period. Adequate knowledge and description of the etiology, pathogenesis and management is lacking in the world literature due to the rarity of the anomaly.
CASE REPORT:
A 21 year old male presented to the out patient department of our institute with the complaint of presence of an opening on his nose situated 1 cm. lateral to the midline in the lower half of the nose on right side associated with the history of recurrent mucopurulent discharge from the opening (Fig.1) .There is no history of bleeding or continuous watery discharge from the opening. Patient's birth history revealed that he was delivered by full term normal vaginal delivery at home .There was no history of consanguity. No significant finding is present in the maternal history. There is no similar or significant illness or congenital anomalies in the family. He is a non-smoker and non alcoholic.
He has no other significant illness and is fruit vendor by profession.On examination the opening was present on the lower half the nose, approximately 1 cm. away from the midline. No active bleeding or discharge was noted. There was no other mass or swelling on the nose or anywhere else in the body. Prominent viable hairs noticed near the sinus opening. Skin around the opening is normal. On palpation there was no tenderness. No mass was palpable. Anterior rhinoscopy and posterior rhinoscopy revealed no abnormality. Transillumination through the sinus opening did not reveal continuity of the sinus into the nasal cavity. On probing with Jobson Home probe the sinus tract was found to end blindly 2cm superiorly from the opening.
Diagnostic nasal endoscopy was done which revealed no abnormality. The scope could not be passed in the sinus opening due to smaller size of the opening. Sinogram was performed to know the extent of the tract, which showed the tract ending blindly in the soft tissues of the nose, without any communication to the intracranial structures (Fig.3) .
Surgery was undertaken to excise the tract and correct the anomaly (Fig.2) , after explaining the patient, the course, prognosis and complications. A circular incision was given around the opening and tract dissected out and sent for histopathological examination, which revealed well formed organoid structure consistent with accessory nose. 
DISCUSSION
Embryologically, by week 4 of intrauterine life, precursors of nasal cavities and the lenses of the eyes are formed. The nasal placodes (olfactory placodes) arise from the medial aspect of the lower portion of the frontal prominence, and the lens placodes arise from the lateral aspect of the lower portion of the frontal prominence. At week 5, the mesenchyme, which covers the caudal surface of the forebrain, proliferates with the surface ectoderm to form the frontonasal process. Two ectodermal thickenings (the nasal placodes) arise on each side of the dependent part of the frontonasal process. Subsequently, a depression develops in the surrounding mesenchyme on each side of the two nasal placodes, thereby forming two olfactory pits or gutters. These olfactory pits separate the frontonasal process into a medial nasal process and two lateral nasal processes. The lateral nasal processes subsequently form the alae of the nose. As the olfactory pits progress deeper to form the primitive nasal cavity, the medial nasal process thins out gradually to form the primitive nasal septum. At this stage, the maxillary process develops from the cephalic side of the dorsal part of the mandibular arch. Each maxillary process grows ventromedially to meet and fuse with the lateral nasal processes, and each ultimately fuses with the medial nasal process, thus forming the external opening of the primitive nasal cavity and the upper lip.
Supernumerary nostrils are exceedingly rare congenital anomalies of unclear etiology. In 1962, Erich 5 reported a case of double nose. He also supported Linsday's ° theory of dichotomy by atavism or parallel evolution, and he further speculated that if the accessory nasal pit is located too laterally, the fusion of the lamina is not affected, which leads to the formation of a supernumerary nostril. In 1972, Onizuka and Tai 6 reported the case of a single accessory nostril that had developed above the nasal ala. In 1987, Nakamura and Onizuka 9 reported a similar case, and they hypothesized that the cause was probably a localized defect in the lateral nasal process. In 1992, Chen and Yeong 7 described a case of bilateral supernumerary nostrils that were situated below the normal nasal openings, and they proposed treating such anomalies by staged corrective surgery. Another case has been reported by Kurul Most reported cases of supernumerary nostrils have been unilateral, and most were associated with other craniofacial malformations, such as a facial cleft 10 . A supernumerary nostril may or may not communicate with the ipsilateral normal nasal cavity, depending on the extent of the anomaly's embryologic progression. Dermoid cyst with sinus can be considered in the differential diagnosis of the accessory nose, but dermoid is usually in the midline, and presents as mass on the nose with small punctum containing hair follicle, and it communicates with intracranial structures. Other midline congenital masses like encephalocele, meningocele, meningomyelocele are not relevant to the case reported here.
To best of our knowledge, this is the first case report of isolated anomaly of accessory nostril, in this part of the world.
